As part of a comparative study of the institutionalized elderly in London and New York, random samples of nurses' aides, nursing assistants and care assistants were interviewed. It is shown that the two long-term care 'systems' employ very similar people to provide basic care services, but far more in-service training is provided for New York staff. A detailed analysis of tasks performed suggests that New York staff may be more likely than their London counterparts to carry out technical 'nursing' procedures and to be actively involved in physical rehabilitation. The preferences of staff in caring for more or less dependent people showed considerable cross-national agreement, almost half of the total respondents reporting that they preferred immobile patients. Some of the reasons they gave are presented and the implications of this finding discussed.
Introduction
As part of a series of cross-national studies carried out by staff working at the Institute of Psychiatry, London and the Department of Geriatrics Research, New York State Psychiatric Institute (now the Center for Geriatrics and Gerontology, College of Physicians and Surgeons of Columbia University), a comparative survey of institutionalized elderly people in London and New York was conducted in 1977/78.The aims of the survey were to compare (I) the state of health, both mental and physical, of the populations receiving different types of long-term institutional care in the two cities; (2) the nature of the services with which they are provided; and (3) the costs of those services. This paper deals with one aspect of service provision, namely a comparative description of the staff employed to provide basic care and of the activities they perform. The findings presented here come from interviews conducted with random samples of staff drawn from the ranks of nurses' aides, nursing assistants and care assistants working in sampled institutions in each city.
The purpose of interviewing these staff was to examine institutional care through the eyes of people working 'at the grass roots', The two samples were of the most junior staff employed to care for patients -of those likely to be in most regular contact with them. In New York, respondents were nurses' aides; in London they were care assistants in homes for: the elderly and nursing assistants or auxiliaries in the hospitals. Because of the nature of staffcomposition in some of the London hospitals, a small number of State Enrolled Nurses was included in the London sample; this does not distort the comparison since removing this group from the analysis has no significant effect upon any of the results. (For convenience, the term 'patients' will be used throughout to include people more properly described as 'residents', and 'nurses' aides' will refer to all respondents.)
Reviewof the Uterature On both sides of the Atlantic a considerable amount of literature has been produced on the subject of unqualified staff in the nursing profession and in residential work. We have, however, been unable to find any reports of studies which are directly comparable to the present one. There seem to be no studies which have undertaken British-American comparisons of this grade of staff or interviewed large samples of aides working specifically with the elderly. Indeed, comparatively little of the literature on nurses' aides is based on empirical research at all, and even more rare is a direct interview approach to the aides themselves, whatever their speciality or client group.
In the UK this method has been most commonly used in government sponsored research.
One of the surveys commissioned by the Briggs Committee (0HSS 1972)examined, interalia, 'current arrangements for nursing auxiliaries and nursing assistants' and found that 50% of hospital auxiliaries had received no training. Auxiliaries and assistants formed a proportion of representative samples of nursing and midwifery staff which were used for a large postal survey and a smaller interview survey. The Jay Committee (DHSS 1979) , in the course of its examination of care of the mentally handicapped, commissioned the most comprehensive . survey to date of a large national sample of nursing and care staff. In that it involved interviews with staff in both hospitals and residential homes, it is one of very few studies of any kind which takes a generic approach to a particular client group and crosses the boundary between British health and social services. Among the large number of interesting results reported were the findings that almost half the nursing or care assistants had received no training or advice on dealing with behaviour problems; and that almost half the nursing staff and three-quarters of the residential homes' staff preferred the parts of their job which emphasized 'social caring' rather than the more clinical aspects of nursing. Imber, for the Department of Health (DHSS 1977) , conducted a study of staff working in homes for the elderly. This focused on a detailed analysis of their activities and found that it was possible to distinguish between care staff and domestic staff but not between staff providing 'social care' and those involved in nursing. At the Nursing Research Unit of the University of Edinburgh, a policy study concerned with the use of auxiliary nurses concentrated on interviews and postal questionnaires addressed to senior nursing staff (Hardie & Hockey 1978a, b) . It was found that the proportion of auxiliaries in the hospital service ranged from 4% to 63% of total nursing staff and that unqualified staff were used most in geriatric and other chronic disease wards. In an earlier study (Hardie 1975) , the opinions of a sample of nurses about care of geriatric patients were sought, and it was found that elderly people were perceived as disadvantaged within the health care system. No auxiliaries were included in this sample, however.
Another study of staff opinions about caring for the elderly (Brown 1969) included some aides in a large sample of 800 nursing personnel interviewed. It was found that negative attitudes of staff towards elderly patients were correlated with patients' needs for extra nursing care, with noisy or overtly emotional behaviour on the part of patients, with their inability to perform self care activities and with the diagnosis of senile dementia. The only study which has been found to have compared interview responses of British and American staff is reported by Kramer (1967) . The characteristics and attitudes of samples of newly qualified (post-registration) nurses in California and London were compared.
Methods

Selection ofinstitutions for study
The study was concerned with long-term care in all the various forms in which this is provided in New York and London. The operational definition of a long-term care institution was 'a place where four or more unrelated people aged over 65 could live for longer than ninety days and were provided with communal meals'. The two care systems which were thus brought within the scope of the study have been described elsewhere (Gurland et al. 1979) . For present purposes it is sufficient to note that there were about 40 000 long-term care beds in each city and that the two samples of institutions selected for study were representative of each city with respect to type and size of institution. Table 1 illustrates the number of institutions of each type and size from which the patient samples were drawn and which were used for the collection of information about the nature and costs of care. From this it can be seen that the study included a wide spectrum of institutions with different titles indicating different nominal purposes. All had in common the fact of providing long-term care for elderly people, whether or not this was the stated purpose of the institution.
Selection ofthe nurses' aides sample
The two samples were randomly selected from staff working in the institutions chosen for patient sampling. Wherever possible (i.e. in all New York institutions and in the London 
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\ Skilled nursing facilities are licensed under the terms of the State Hospital Code to provide a high level of medical and nursing service for a very disabled population 2 Health related facilities are licensed to provide a less intensive level of care than that available in an SNF: personal assistance with activities such as bathing and dressing is provided but there is less availability of medical and nursing service for a less disabled population 3 In 'combined' facilities, SNF and HRF care are provided separately on different floorsof a building or in different buildings within the whole institution 4 Domiciliary care facilities provide room and board together with minimal supervision and assistance but with no specific provision for medical or nursing services. Residents should be able to perform the main activities of personal care without assistance S In both cities the hospitals catered for populations including all age groups. Accordingly the total number of beds is listed to give an indication of size, together with the percentage of those beds which were occupied by persons over 65. The latter were usually, though not exclusively, accommodated in specific wards . 6 Local authority homes are homes owned and administered by the various London Boroughs and provided under the terms of Part III of the National Assistance Act, 1948. They are intended to offer 'care and attention not otherwise available' and to be residential in emphasis rather than centres for the provision of medical and nursing service. In practice a good deal of assistance in daily living activities is provided by staff 7 Voluntary residential homes are very similar to the local authority ones except that they are administered by various non-profit making organizations. Residents may be subsidized by payments from the Borough which would otherwise be responsible for providing 'Part III' care in one of its own homes S Private residential homes are registered with and inspected by the Social Services Departments of the Boroughs in which they are situated. There is no requirement to provide nursing services 9 Private nursing homes are registered with and inspected by the Area Health Authority and are obliged to offer the services of trained nursing staff \0 The geriatric units are situated within and use the services oflarger hospitals. These differ from the institutions listed as Geriatric and Psychiatric Hospitals only insofar as accommodation and services for elderly people are provided in specific buildings residential homes) selections were made from lists of all staff working in the relevant grades. In the London hospitals, which had mixed-age populations and where lists of staff working specifically with the elderly did not exist, any staff chosen by this method who worked in wards with younger patients were replaced by further random selections. Since it proved extremely difficult to derive an a priori estimate of the number of aides employed in the two care systems, the number of staff respondents was in proportion to the number of patients selected in each institution. In New York this was a I : I ratio; in London, because of resource constraints, one member of staff was interviewed for every two sampled patients. A very high level of cooperation was obtained from respondents: 99% of those approached were successfully interviewed. Data were thus collected from 168 respondents in New York and 73 in London.
The questionnaire
A standard interview schedule, designed by one of the authors (HW), was used to elicit the required information from respondents. Essentially the same schedule was used on both sides of the Atlantic, although because it was originally designed in the United States some minor linguistic adaptations for British use were necessary.
The interview lasted, on average, 45 minutes and covered several areas relevant to an understanding of the aides and their work. Information was obtained about the background, education, training and work experience of respondents; about their attitudes towards various aspects of their work, with particular regard to attitudes towards dependency; and about the rules and routines of institutional life. A significant portion of the interview was devoted to obtaining details about the tasks which respondents performed as part of their jobs. In order to derive some indication of the frequency with which various tasks are performed, they were asked whether they had carried out each of twenty-five listed tasks on the last full shift worked before the day of interview. Those who responded negatively to this question were asked whether they had ever performed the task while working in that institution. All the respondents thought that the twenty-five items constituted a comprehensive list of their activities and did not wish to add anything when invited to do so.
Results
Basiccharacteristics ofinterviewed staff
The New York and London samples consisted of people who were similar in a number of respects. Table 2 illustrates some of their basic characteristics. It can be seen from this that in only two of these characteristics were there cross-national differences which were statistically 
.X 2 test of significance significant. In each city the samples were predominantly female, with similar mean ages of 39 and 40 years, identical mean length of education (I I years) and with similar proportions married and with children. In each city over a quarter of the sample had mother tongues other than English. Over three-quarters of the New York aides were non-Caucasian, which represented a significant difference from the London sample (P<O.Ol). Conversely, significantly more London than New York aides were foreign-born (P<0.05), over threequarters of the sample having been born outside the UK. The foreign born were, however, the majority in both countries.
Work experience and training
The two samples were similar in terms of length of work experience. New York and London respondents had worked as nurses' aides for an average of 8 and 7.5 years respectively. The average length of time employed in the current workplace was 6.2 years in New York and 5.3 years in London. In contrast to the cross-national similarities thus far described, Figure 1 illustrates responses to a series of questions concerned with 'in-service' training. There were highly significant differences (P<O.OOl) in the proportions of New York and London aides who had received either initial training when they first came to work in the institution or training which was part of a continuing education programme. This finding must be set in the context of New York State regulations for staff training. It is stipulated in the relevant chapter of the State Hospital Code that an operator of a nursing home shall 'provide personnel with a planned orientation to nursing home operation and patient care and such on-the-job training as is necessary for each properly to perform his individual job assignments' (Section 7304 (b)). New York trade unions are also influential in ensuring that their members receive training. The effect of this can be seen in the fact that in London 53.4% of respondents had received no in-service training at all, while this was true of only 4.8% of the New York sample. Of the 16 (out of 73) London aides who received any initial training the majority had been taught for two days. The equivalent (mode) figure for the 116/168 initially trained New York aides was ten days. Figure 2 illustrates the pattern of responses to two particular areas of training content. Respondents were specifically asked whether they had received any training to help them (a) understand the behaviour of their patients, or (b) obtain their cooperation. In these particular areas there were again highly significant differences (P<O.OOl): the New York aides were much more likely than their London counterparts to be aware of having received this kind of training, whether formally or informally.
Activities
Further cross-national differences were revealed by analysis of responses to the activity questions. Figures 3 and 4 illustrate differences in the performance of each of the twenty-five listed activities on the last shift worked. The two illustrations deal with 'basic care' and 'nursing' activities, respectively. The distinction is a somewhat arbitrary one and the assignment to one or other category of several activities is arguable. In general, the tasks which have been included in Figure 4 are those which are more likely to be performed by a professional than, for example, by a relative caring for a sick person at home, and which require at least a modicum of instruction as to the manner of their performance.
In Figures 3, 4 and 5, the natural logarithm of the odds ratio has been plotted for each activity so as to provide a graphic illustration of the strength and direction of the association between city and performance for each activity. Items with negative values are those activities which were carried out by greater numbers of New York respondents; those with positive values, by more Londoners. Values further away from zero indicate stronger association (i.e. a more significant difference between New York and London). For each value, 95%confidence intervals are shown. Where the confidence interval line crosses the zero vertical, there is for that item no statistically significant association between location in New York or London and the performance of the task in question.
Examination of Figure 3 seems to suggest that, in terms of carrying out 'basic' activities, the New York aides were likely to have done more on their last shift than the London ones. They were significantly more likely to have fed and bathed patients, to have cared for feet and hair, applied patients' make-up, assisted them to the dining area and served meals. activities listed here was more likely to have been performed by London aides, namely the collection of laundry. There was no significant cross-national difference in changing clothes, toileting, moving patients in or out of bed, bed-making, shaving patients or cutting their finger nails. Figure 4 deals with the more technical 'nursing' activities and here it is possible to discern a somewhat clearer trend. In New York, respondents were more likely to have performed six of the eleven listed tasks. In only two items, the giving of medication and attention to dressings, was there a significant difference in the opposite direction. Figure 5 provides a similar illustration of some of the activity items ever performed by respondents (i.e. at any time while working in their current jobs). Only those items which showed significant cross-national difference at the level of P<O.05 are included here. In all cases the difference was in the same direction: these activities had at some time or other been carried out by more aides in New York than in London institutions. Patients'rights Responses to the nine items dealing with some of the institutional rules and policies affecting the extent to which patients retain the power of independent decision making in their daily lives revealed some cross-national differences. Table 3 shows the proportions of respondents who indicated that patients were restricted in these particular activities or in their right to specific possessions. In four of the nine items there were highly significant cross-national differences, although these did not consistently favour institutions in either city. More New York than London aides said that patients were not allowed to smoke in their rooms or keep their own alcohol; more of the London aides said they were not allowed to bring their own radios or televisions into the institution. The right-hand column of this table gives the overall percentage (looking at the two samples in combination) of respondents who said that patients were restricted in these areas. The two samples are combined to produce the 'overall percentage' figures in the right-hand column. From this it can be seen that quite sizable proportions of respondents preferred to care for more dependent people: 29% overall preferred to care for the 'confused', and nearly half (47.3%) preferred to care for patients who needed their help with mobility. Furthermore, it is clear from these figures that some, but by no means all of those who prefer to care for dependent people do so because they find this easier. This emerges particularly with regard to patient mobility; from Table 4 a significant cross-national difference can be seen. Overall, 27% of respondents found it easier to care for less-mobile patients, but a significantly higher proportion (32.3%)of New York respondents contributed to this figure.
Attitudes towards dependency
All the respondents were asked to give their reasons for these opinions. Although these comments were recorded verbatim and do not lend themselves to strict comparative analysis, some examples shown in Table 5 do serve to illuminate the way respondents thought about caring for dependent people. Table 5 . Examples ofsome of thereasons given by respondents for their preference for caring for theconfused and immobile Confused Immobile Some reasons from New York 'The confused need more help. You can do what you want with them and you know that you are doing the right thing. The others can be ungrateful' 'Because I can help them more' 'They need someone to speak up for them' 'Alert patients are more aggravating -they give you a hard time. Confused patients are easier to take care of 'We can see how helpful we are' 'They look very pitiful and need help' 'Because they don't walk around and walk away' 'They are easier to manage when they are dressed they stay dressed' 'Your work can show more because you're keeping them tidy' 'They require more nursing care' Some reasons from London 'Confused patients are childlike and gorgeous' 'They need the staff more' 'They seem to be happier people' 'I have good discussions with confused patients' 'You know where you are with them -they're confused: the others you don't know' 'It's more rewarding' 'They need the care and attention more' 'You can give more nursing care' 'There's more to do -it keeps you busy' 'Firstly because they need more help; secondly, if you're short of staff they're easier' 'You know beforehand the amount of help they need'
Discussion
The results of this survey of basic care staff demonstrate that in New York and London two very similar groups of people are employed to meet the daily needs of the institutionalized elderly. In each city, long-term care services rely heavily on a workforce which is predominantly female, foreign born and drawn from ethnic minority groups. There is, however, a very clear cross-national difference in the matter of what employers have tried to do with these similar groups by way of training. Figures I and 2 indicate that, by comparison with New York, very little training indeed is provided for London staff. Such training as our London respondents had received seemed to have emphasized the physical labour aspects of the job. A minority of London aides are taught how to make beds, how to lift and bathe patients. But hardly any of them are given information about the physical and mental problems of patients; are made aware of the psychological impact of entering an institution; or are sensitized to the ways in which institutionalized people can be deprived of independence, privacy and dignity. The business of providing in-service education for aides is much more highly developed in New York than in London. It is perhaps no accident that an examination of the literature reveals the existence of several basic texts and instruction manuals (e.g. Bergman 1974 , Conahan 1976 , Isler 1973 a, b, Donovan et al. 1968 )written specifically for nurses' aides -all written in the United States. There is no comparable British literature.
The second major finding was that there appear to be some interesting differences in the activities which form the components of working life for aides in the two cities. Examination of Figures 3, 4 and 5 might initially lead to the conclusion that the New York staff were caring for a more disabled population than were their London counterparts. In fact we know from the analysis of data from the patient sample that this was not the case. All patients were assessed using the Index of Independence in Activities of Daily Living (ADL) (Katz & Akpom 1976) , which is based upon ability in bathing, dressing, toileting, feeding, continence and transferring. There was no significant ADL difference between patients in New York and London (Cross-National Study Final Report, in preparation) . Moreover, while Figure 3 shows that New York staff were more likely to have fed and bathed patients on their last shift, they were no more likely than London staff to have changed clothes, moved patients in or out of bed or, perhaps most indicative of essential similarity, to have helped patients use the toilet or commode.
It is perhaps not surprising that there is a common core of basic care activities which an aide is equally likely to perform whether she works in New York or London. However, it seems clear from examination of the data presented in Figure 4 that in New York there is a greater emphasis on the performance of more technical procedures. It might be said that there seems to be a more 'nursing-orientated' approach to patient care. This is consistent with the fact that, of all long-term beds in the New York 'system'..beds in nursing homes comprise a large proportion. In only two of the items of this 'nursing activity' chart is this trend contradicted: London staff were more likely to have distributed medication and attended to dressings. This is probably accounted for by the fact that a much greater proportion of London respondents worked in institutions where trained nurses were not employed so that these unavoidable 'nursing' duties could not be reserved for qualified staff. Further confirmation that New York staff operate to a more 'nursing-oriented' routine is provided by Figure 5 . That items such as the taking of temperatures and respirations and the giving of enemas do not retain the significant difference shown in Figure 4 indicates that many London staff had performed these tasks at one time or another but with less frequency than New York staff. This suggests a response to particular and occasional needs rather than adherence to a routine nursing care procedure.
That the care provided in New York may include a greater emphasis on physical rehabilitation is suggested by the aides' responses to the question about exercising patients. The cross-national difference shown in Figures 4 and 5 means more than at first appears, since the original question on the schedule prepared for American use was 'Did you do "range of motion" exercises with patients?' This is the question which was used for New York aides and to which so many of them responded affirmatively. Used in London, the question was so misunderstood that it was modified to include much less structured and formal exercisegiving, including helping patients to walk up and down the room for exercise purposes. Even with this greater flexibility accorded to the London aides, only 26% had ever been involved in exercise supervision. This is in contrast to the situation in New York where, at some time or other, nearly 64% of aides had done 'range of motion' exercises with patients, and may indicate an important difference in the extent to which staff see the promotion of physical rehabilitation as part of their work.
Some other aspects of the data were of interest in demonstrating similarities rather than differences between New York and London staff. The data produced by the 'patients' rights' questions were of this nature, in that they revealed something of what appears to be the universal restrictiveness of institutional life. That 41% of respondents said patients were not allowed to visit patients of the opposite sex in private, and over 90% said patients were not permitted to keep their own alcohol, indicates the extent to which the normal everyday freedoms of adults are eroded by living in institutional care. Furthermore, examination of Table 3 as a whole leads to the conclusion that the more 'nursing-oriented' care in New York has no systematic effect, one way or the other, on the existence of rules which restrict the lives of patients.
The responses which aides gave to the questions about caring for dependent patients were of interest despite the similarity between staff in the two cities. That substantial numbers of staff on both sides of the Atlantic actively prefer their charges to be dependent on them is a finding which is open to various interpretations. It may be a cause of concern to those who believe that institutional care should promote as much activity and independence as possible. The recorded comments are reasonably representative of the views of staff who preferred to care for dependent patients. Some are altruistic, some patronizing and several emphasize the advantages for staff in having patients whose needs are predictable -who will 'stay dressed' and 'tidy'. Views like these inevitably beg the question of whether the staff who hold them discourage patients from becoming anything other than tidily dressed dolls. On the other hand, the fact that there are people who derive satisfaction from caring for the severely disabled elderly may be seen as a boon by those with responsibility for service planning.
In recent years there has been considerable anxiety expressed in the professional literature of both countries about the increasing numbers of very old, disabled people in the population. If there is to be an expansion of care services to meet the likely expansion in demand for them, reliance will have to be placed on the continued existence of a labour force willing to provide the necessary care. Services will have to exploit the fact that many people enjoy looking after the disabled. In the interests of these workers and of the elderly in their care, it is to be hoped that the exploitation of this motivation will be accompanied by some real effort in the area of staff training. One of the most frequently expressed opinions given by the nurses' aides interviewed was that looking after old people is just like looking after children; many of them thought that for those who had brought up their own families, training for the job was therefore unnecessary. It is to be hoped that the future will see some management initiative in training the altruists to temper their maternal feelings with thoughtfulness and respect for the rights of adults.
